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Question #: 41 


10: 53216 According to the National Coordinating Council for Medication Error Reporting and Prevention Index for 
Categorizing Medication Errors, a Category | error is one that: 


Notanswered 


Select one: 


Caused harm that resolved with treatment * 
Did not occur * 
Did not cause harm * 


May have contributed to the patient's death ¥ 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 


To understand the role of the National Coordinating Council for Medication Error Reporting and Prevention 
(NCC MERP). 


BACKGROUND: 


The National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP) is a reporting 
system that classifies errors in many countries. It does not recommend that error rates be compared across 
‘organizations because it creates an environment of blame or punitive measures. Canadian hospitals do not 
endorse benchmarking errors as a quality indicator, Under-reporting of errors can occur because some errors 
do not fit the NCC MERP categories and details on how the error occurred may not be provided when using 
the classification, 

A Canadian version of the medication safety self-assessment has been developed by ISMP Canada (called 
CMIRPS) that is used in hospital practice. This tool has been used to determine if safe medication practices 
can be incorporated into hospital medication management systems. In this case, there was an error, but since 
the patient did not develop any adverse reactions and no interventions were required, no apparent harm was 
done. 


The NCC MERP is divided into different error categories (NCC MERP Index): 


Category A is defined as circumstances or events that have the capacity to cause an error but have not 
caused an error 


Category B is defined as an error that occurred but did not reach the patient (i.e. near miss) 


Category C is defined as an error that happened to reach the patient, yet did NOT cause him/her any 
harm 


Category D is defined as an error that reaches a patient and requires monitoring or intervention to 
prevent harm 


Category E is defined as an error associated with temporary harm in the patient which needed 
interventional treatment. 


Category F is defined as an error associated with temporary harm in the patient which needed 
hospitalization for resolution 


Category G is defined as an error that may have lead to permanent patient harm 


Category H is defined as an error associated with life-threatening harm to the patient which requires 
interventional treatment 


Category | is defined as an error that may have led to patient death 


RATIONALE: 


Correct Answer: 


e May have contributed to the patient's death - Category | is an error that leads to death. 


Question #: 42 


ID: 53208 


Not answered 


incorrect answers: 
e Caused harm that resolved with treatment - This is category E. 
* Did not occur - This is category A. 


* Did not cause harm - This is category C. 


TAKEAWAY/KEY POINTS: 


The NCC MERP is a reporting program to minimize medication incidents across many countries with a 
categorization of error type. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 

[2] The Canadian Medication Incidence Reporting and Prevention System. CMIRPS. https://www.cmirps- 
scdpim.ca/?p=148ilang=en. 

[B] National Coordinating Council for Medication Error Reporting and Prevention. Vision and Mission. 
https://www.nccmerp.org/vision-and-mission. 

[4] National Coordinating Council for Medication Error Reporting and Prevention. NCC MERP Index for 
Categorizing Medication Errors. 
https://web.archive.org/web/20140726050718/http://www.nccmerp.org/pdf/indexColor2001-06-12.pdf. 


The correct answer is: May have contributed to the patient's death 


According to the Institute for Safe Medication Practices (ISMP), which of the following is NOT a high-alert 
class of medication? 


Select one: 


Potassium chloride (KCI) * 
Opioids * 

Chemotherapy agents X 
Normal saline ¥ 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the role of the Institute for Safe Medication Practices (ISMP). 


BACKGROUND: 


The ISMP is a non-profit organization that analyzes and promotes safe medication practices by working with 
various stakeholders including pharmaceutical companies, hospitals, and health care providers. ISMP collects, 
reviews and analyzes medication incidents as well as near-miss reports. It then disseminates the information 
for knowledge translation using medication safety alert tools such as the ISMP Canada Safety Bulletin. They 
also have compiled a list of abbreviations, symbols and notations that should be avoided due to the risk of 
error. It is recommended to avoid acronyms or short-form notation, as these can be misinterpreted, leading 
to error and patient harm. It is thus preferred to write directions clearly, using full words rather than 
abbreviations. Recommendations state that no trailing zeros after a decimal point and no decimal points 
without a zero preceding them should be used. ISMP also has a list of high-alert medications that can lead to 
a higher risk of patient harm when used in error. Examples include chemotherapeutic agents, hypertonic 
solutions, potassium chloride and opioids (not exhaustive list, there are more found in the reference below). 


RATIONALE: 
Correct Answer: 


* Normal saline - Saline concentration above 0.9% would be a high-alert medication. An example is 
hypertonic (3% NaCl). 


Incorrect Answers: 


* Potassium chloride (KCI) - Potassium chloride is a high-alert medication due to a history of patients 
who have died when KCI was mistaken for sterile water for injection. 


Opioids - Opioids are a high-alert medication due to the potential for errors causing harm. 


Chemotherapy agents - Chemotherapy agents are high-alert medications due to the potential for 
errors causing harm. 


TAKEAWAY/KEY POINTS: 


The ISMP is a not-for-profit organization that has curated a list of abbreviations that should be avoided due 
to risk of error. They have also created a list of high-alert medications that if used in error can have 
detrimental effects on patients. 


REFERENCE: 


Question #: 43 


ID: 53182 
Not answered 


Flag question 


Question #: 44 


ID: 53202 
Not answered 


Fag 


Send Feedback 


[1] Institute for Sate Medication Practices. A Nonprotit Urganization Educating the Healtncare Community 
and Consumers About Safe Medication Practices. http://www.ismp org/default.asp. 

[2] ISMP Canada Safety Bulletin. Eliminate Use of Dangerous Abbreviations, Symbols, and Dose Designations. 
2006. 6(4). http://www.ismp-canada.org/download/safetyBulletins/ISMPCSB2006-04Abbr.pdf. 

BB] Institute for Safe Medication Practices. ISMP List of High-Alert Medications in Acute Settings. 
https://vww.ismp.org/sites/default/files/attachments/2018-08/highAlert2018-Acute-Finalpdf 


The correct answer is: Normal saline 


Which of the following statements regarding compounding is NOT true? 


Select one: 
Requires a patient-healthcare professional relationship * 
Involves preparation of drugs in very limited quantities % 
Can be done 'if there is a shortage of a commercially available product * 


Involves producing a drug product that is commercially available ¥ 


TOPIC: Product Distribution 


LEARNING OBJECTIVE: 
To understand the difference between compounding and manufacturing drug products in Canada. 


BACKGROUND: 


Health Canada defines compounding to be the following: "The combining or mixing together of two or more 
ingredients (of which at least one is a drug or pharmacologically active component) to create a final product 
in an appropriate form for dosing. It can involve raw materials or the alteration of the form and strength of 
commercially available products. It can include reformulation to allow for a novel drug delivery. 
Compounding does not include mixing, reconstituting, or any other manipulation that is performed in 
accordance with the directions for use on an approved drug's labelling material." Healthcare providers who 
engage in compounding must be able to demonstrate that a patient-healthcare professional relationship 
exists. On the contrary, manufacturing drug products does not require a patient-healthcare professional 
relationship. Compounding involves preparation of drugs in very limited quantities, for actual needs or in 
anticipation of a prescription. Compounding should only be done if there is a therapeutic need or lack of 
product availability due to a shortage or no supply of a commercially available product. Manufacturing 
involves producing an identical product that is already commercially available, unless there is a shortage. 


RATIONALE: 
Correct Answer: 


* Involves producing a drug product that is commercially available - Manufacturing involves 
producing an identical product that is already commercially available, unless there is a shortage. 


Incorrect Answers: 


* Requires a patient-healthcare professional relationship - Healthcare providers who engage in 
compounding must be able to demonstrate that a patient-healthcare professional relationship exists. 


* Involves preparation of drugs in very limited quantities - Compounding involves preparation of 
drugs in very limited quantities, for actual needs or in anticipation of a prescription. 


* Can be done if there is a shortage of a commercially available product - Compounding should 
only be done if there is a therapeutic need or lack of product availability due to a shortage or no 
supply of a commercially available product. 


TAKEAWAY/KEY POINTS: 


Compounding should only be done if there is a therapeutic need or lack of product availability due to a 
shortage or no supply of a commercially available product. Manufacturing involves producing an identical 
product that is already commercially available, unless there is a shortage. 


REFERENCE: 


[1] Health Canada. Policy on Manufacturing and Compounding Drug Products in Canada (POL-0051). 
https://www.canada.ca/en/health-canada/services/drugs-health-products/compliance-enforcement/good- 
manufacturing-practices/guidance-documents/policy-manufacturing-compounding-drug-products.html#a5. 


The correct answer is: Involves producing a drug product that is commercially available 


All of the following are errors of commission, EXCEPT: 


Select one: 
Administration of a medication at the wrong time * 


Fillina the prescription for the wrona patient * 


Question # 45 


1D: 53217 
Not answered 


Flag question 


(Sena red 


Instilling ear drops in the eye ¥ 


Forgetting to write the strength of the medication on the prescription Y 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand errors of omission and commission. 


BACKGROUND: 


Errors of omission occur when information essential to filling a prescription is missing (ex. drug, dose, or 
dosage form not specified on the prescription). Since the prescription cannot be filled until clarified, these 
errors pose minimal risk to the patient. Errors of commission include incorrectly specifying the dosage 
regimen or strength on a prescription. Since the prescription could be filled, commission errors can harm the 
patient. 


RATIONALE: 
Correct Answer: 


* Dosage missing on a prescription written by a doctor - Since the doctor forgot to write the 
intended dose, it is an error of omission (omitting crucial information). 


Incorrect Answers: 


* Error during transcription of a prescription - Errors of commission broadly include the occurrence 
of something that was not desired to have occurred. In this case, transcribing the script incorrectly was 
not the desired outcome. 


* Error during monitoring - Errors that happen after the dispensing of the drug are errors of 
commission (not omission). 


* Wrong dose given by a nurse - Errors that happen after the dispensing of the drug are errors of 
commission (not omission). 


TAKEAWAY/KEY POINTS: 


Omission errors occur when someone forgets to perform a task, whereas commission errors occur when 
someone has performed something that should not have been performed. 


REFERENCE: 


[1] Grober ED, Bohnen JMA. Defining medical error. Canadian Journal of Surgery. 2005; 48(1):39-44. 
https://www.ncbi.nlm.nih.gov/amc/articles/PMC321 1566/, 


The correct answer is: Forgetting to write the strength of the medication on the prescription 


A patient received the wrong medication from the pharmacy. The medication he received caused him 
to develop an adverse event that was resolved with treatment. 


According to the National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP 
Index), this is an error in Category: 


Select one: 
Category A® 
Category CX 
Category EW 
Category F X 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 


To understand the role of the National Coordinating Council for Medication Error Reporting and Prevention 
(NCC MERP). 


BACKGROUND: 


The National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP) is a reporting 
system that classifies errors in many countries. It does not recommend that error rates be compared across 
organizations because it creates an environment of blame or punitive measures. Canadian hospitals do not 
endorse benchmarking errors as a quality indicator. Under-reporting of errors can occur because some errors 
do not fit the NCC MERP categories and details on how the error occurred may not be provided when using 
the classification. 


A Canadian version of the medication safety self-assessment has been developed by ISMP Canada (called 
CMIRPS) that is used in hospital practice. This tool has been used to determine if safe medication practices 


Question #: 46 


1D: 53213 


Not answered 


can be incorporated into hospital medication management systems. In this case, there was an error, but since 
the patient did not develop any adverse reactions and no interventions were required, no apparent harm was 
done. 


The NCC MERP is divided into different error categories (NCC MERP Index): 


* Category A is defined as circumstances or events that have the capacity to cause an error but have not 
caused an error 


e Category B is defined as an error that occurred but did not reach the patient (i.e. near miss) 


e Category C is defined as an error that happened to reach the patient, yet did NOT cause him/her any 
harm 


* Category D is defined as an error that reaches a patient and requires monitoring or intervention to 
prevent harm 


* Category E is defined as an error associated with temporary harm in the patient which needed 
interventional treatment 


e Category F is defined as an error associated with temporary harm in the patient which needed 
hospitalization for resolution 


* Category G is defined as an error that may have lead to permanent patient harm 


* Category H is defined as an error associated with life-threatening harm to the patient which requires 
interventional treatment 


Category | is defined as an error that may have led to patient death 
RATIONALE: 
Correct Answer: 


* Category E - Category E is defined as an error associated with temporary harm in the patient which 
needed interventional treatment. 


Incorrect Answers: 
* Category A - This is not the correct categorization for this error. 
* Category C - This is not the correct categorization for this error. 


* Category F - This is not the correct categorization for this error. 


TAKEAWAY/KEY POINTS: 


The NCC MERP is a reporting program to minimize medication incidents across many countries with a 
categorization of error type. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 

[2] The Canadian Medication Incidence Reporting and Prevention System. CMIRPS. https://www.cmirps- 
scdpim.ca/?p=148.lan 
[3] National Coordinating Council for Medication Error Reporting and Prevention. Vision and Mission. 
https://www.nccmerp.org/vision-and-mission. 

[4] National Coordinating Council for Medication Error Reporting and Prevention. NCC MERP Index for 
Categorizing Medication Errors. 

https://web.archive.org/web/201407260507 18/http://www.nccmerp.org/pdf/indexColor2001-06-12.pdf. 


The correct answer is: Category E 


Which statement best describes medication reconciliation? 


Select one: 


Process used only when patients are admitted to a hospital in order to identify an up-to-date x 
medication history 


Documentation regarding changes and counseling on new medications % 
Documentation on desired outcomes and recommendations about medications % 


A process by which discrepancies in medications are identified through the collection of an up-to- ¥ 
date medication history 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 


To understand what constitutes a medication reconciliation. 


BACKGROUND: 


Medication reconciliation involves collecting information regarding the patient's medication history (ex. Best 
Possible Medication History). This component is part of the "findings" of documentation. Assessment and 


Question #: 47 


ID: 


Not answered 


Flag question 


management are other components of documentation which are equally important. The assessment would 
include information such as drug-related issues whereas management would include therapeutic options and 
a monitoring plan. Various documentation templates exist, one of which is the SOAP note. 

Medication reconciliation involves the creation of a list of a patient's previous and current medications, along 
with a resolution for any discrepancies. It is performed anytime the patient is transferred from one health- 
care setting to another where medication therapy changes are made. The purpose of medication 
reconciliation is to prevent medication errors such as: drug or therapeutic duplications, drug or therapeutic 
exclusions, drug interactions and drug regimen inconsistencies. 


RATIONALE: 
Correct Answer: 


* A process by which discrepancies in medications are identified through the collection of an up- 
to-date medication history - This statement is most correct. 


Incorrect Answers: 


* Process used only when patients are admitted to a hospital in order to identify an up-to-date 
medication history - Medication reconciliation is performed anytime the patient is transferred from 
one health-care setting to another where medication therapy changes are made 


* Documentation regarding changes and counseling on new medications - Medication 
reconciliation should include both previous and current medication lists, along with a resolution for 
any discrepancies. 


+ Documentation on desired outcomes and recommendations about medications - Medication 
reconciliation should include both previous and current medication lists, along with a resolution for 
any discrepancies. 


TAKEAWAY/KEY POINTS: 


The medication reconciliation process involves a detailed medication history for a patient to prevent 
medication errors. 


REFERENCE: 


[1] Principles of Practice for Pharmaceutical Care. American Pharmacist Association. 
https://www.pharmacist.com/principles-practice-pharmaceutical-care. 

[2] Barnsteiner JH. Patient Safety and Quality: An Evidence-Based Handbook for Nurses: Chapter 38 
Medication Reconciliation. Agency for Healthcare Research and Quality. 


htto://www.ncbi.nlm.nih.gov/books/NBK2648/. 


The correct answer is: A process by which discrepancies in medications are identified through the collection 
of an up-to-date medication history 


When considering therapeutic alternatives, the pharmacist's role in selecting a product would require which 
of the following clinical skills? 


Select one: 
Knowledge of resources available in the community * 
Ability to motivate and empower the patients X 
Ability to perform a drug use evaluation (DUE) X 


Ability to review and critique evidence regarding a medication Y 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the clinical skills required to select a therapeutic alternative. 


BACKGROUND: 


The question relates to drug selection and the decision factors involved in this process. When recommending 
a product for a patient, the first step is to evaluate the indication, efficacy, safety, cost and compliance of the 
medication. The pharmacist can then discuss the evidence with the patient and other health-care providers to 
determine whether the balance between the benefits and the risks of starting that specific drug therapy is 
appropriate for that specific patient. To do this, the pharmacist needs to critically appraise any existing 
literature associated with the medication in question. A drug use evaluation (DUE) involves continuous 
evaluation of the appropriate usage of a drug, which includes problems related to its use as well as possible 
solutions to these problems. The goal of a DUE is to ensure rational drug therapy that abides by standards of 
care, through the evaluation of effectiveness, safety, and cost of the drug. A DUE is not completed every time 
a pharmacist makes a selection of drug therapy for a patient. 


RATIONALE: 


Correct Answer: 


* Ability to review and critique evidence regarding a medication - This statement is correct because 
a pharmacist's decision to recommend one medication over another should be supported by literature 
which contains safety and efficacy information. 


Question #: 48 


1D: 52253 


Not answered 


Incorrect Answers: 


+ Knowledge of resources available in the community - Knowledge of community resource 
availability is not a skill that allows the pharmacist to differentiate between viable therapeutic options. 


* Ability to motivate and empower the patients - Communication and motivational skills do not help 
the pharmacist differentiate between viable therapeutic ootions. 


* Ability to perform a drug use evaluation (DUE) - Although a DUE can help identify problems with 
non-optimal drug usage, it is not required every time a pharmacist considers therapeutic alternatives. 


TAKEAWAY/KEY POINTS: 


A drug utilization evaluation can aid in selecting a therapeutic alternative for patients through appraisal of 
literature and benefit vs risk analysis for specific patients. 


REFERENCE: 


[1] Essential Medicines and Health Products Information Portal; 3.6 Drug Use Evaluation. World Health 
Organization. http://apps.who int/medicinedocs/en/d/}s4876e/4.6.htm|#)s4876e.4.6 


The correct answer is: Ability to review and critique evidence regarding a medication 


AN is a 67 year old female that lives in a remote area of Manitoba. AM is 3 hours from the nearest 
medical centre. A nearby community centre is outfitting one of its meeting rooms with Telehealth 
capabilities to ensure better healthcare ser 


What is the Canada Health Act principle that describes this scenario? 


Select one: 
Universality ¥ 
Portability % 
Comprehensiveness % 


Accessibility ¥ 


TOPIC: Canadian Healthcare System 


LEARNING OBJECTIVE: 
To identify the five principles of the Canada Health Act. 


BACKGROUND: 


The Canada Health Act contains 5 conditions or principles that the provincial/territorial health insurance 
plans must respect in order to receive federal funding. The five conditions listed in the act are public 
administration, accessibility, comprehensiveness, universality, and portability. 


Public administration means that provincial insurance programs must be publicly accountable for the funds 
they spend. Provincial governments determine the extent and amount of coverage of insured services. 


Accessibility means that Canadians must have reasonable access to insured services without charge or paying 
deductibles or co-pays. 


Comprehensiveness means that provincial health insurance programs must include all medically necessary 
services, The Canada Health Act defines comprehensiveness and medically necessary services “for the 
purpose of maintaining health, preventing disease, or diagnosing or treating an injury, illness or disability.” 


The Universality principle requires provincial health insurance programs to ensure that all insured persons 
have coverage based on uniform terms 


Portability means that insured persons are covered by a provincial insurance plan during short absences from 
that province into other provinces or from Canada, If insured persons are temporarily absent in another 
province or territory, the portability criterion requires that insured services be paid at the host province's rate. 
If insured persons are temporarily out of the country, insured services are to be paid at the home province's 
rate. 


RATIONALE: 
Correct Answer: 


© Accessibility - The accessibility principle requires that insured persons have reasonable access to 
medically necessary hospital and physician services without financial or other barriers. 


Incorrect Answers: 


© Universality - The universality principle requires all insured persons to have healthcare coverage based 
on uniform terms and conditions. 


* Portability - The portability principle covers insured persons travelling to other provinces or outside of 
Canada for short absences. 


Question #: 49 
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Question #: 50 


1D: 53222 
Not answered 


Faa question 


* Comprehensiveness - Comprehensiveness means all medically necessary health services, including 
hospitals, physicians, and surgical dentists, must be insured. 
TAKEAWAY/KEY POINTS: 


Accessibility is the principle that describes that all insured persons should have reasonable access to 
medically necessary physician and hospital services. 


REFERENCE: 
[1] Canadian Health Care: Canada Health Act. http://www.canadian-healthcare.org/page2.html. 
The correct answer is: Accessibility 


According to the Institute for Safe Medication Practices (ISMP), which of the following dosages is recorded in 
a safe manner? 


Select one: 
75.0 mg * 
.6500 mg ¥ 
0.25 mg Y 
.660 mg X 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the role of the Institute for Safe Medication Practices (ISMP). 


BACKGROUND: 


The ISMP is a non-profit organization that analyzes and promotes safe medication practices by working with 
various stakeholders including pharmaceutical companies, hospitals, and health care providers. ISMP collects, 
reviews and analyzes medication incidents as well as near-miss reports. It then disseminates the information 
for knowledge translation using medication safety alert tools such as the ISMP Canada Safety Bulletin. They 
also have compiled a list of abbreviations, symbols and notations that should be avoided due to the risk of 
error. Itis recommended to avoid acronyms or short-form notation, as these can be misinterpreted, leading 
to error and patient harm. It is thus preferred to write directions clearly, using full words rather than 
abbreviations. Recommendations state that no trailing zeros after a decimal point and no decimal points 
without a zero preceding them should be used. 


RATIONALE: 
Correct Answer: 

© 0.25 mg - This notation is correctly written without any omissions or redundancies. 
Incorrect Answers: 


© 75.0 mg - This notation has a trailing zero. Recommendations state that no trailing zeros after a 
decimal point and no decimal points without a zero preceding them should be used. 


.6500 mg - This notation has two trailing zeros and a decimal point without a zero preceding it. 
Recommendations state that no trailing zeros after a decimal point and no decimal points without a 
zero preceding them should be used. 


-660 mg - This notation has a trailing zero and a decimal point without a zero preceding it. 
Recommendations state that no trailing zeros after a decimal point and no decimal points without a 
zero preceding them should be used. 


TAKEAWAY/KEY POINTS: 


The ISMP is a not-for-profit organization that has curated a list of abbreviations that should be avoided due 
to tisk of error. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 

[2] ISMP Canada Safety Bulletin. Eliminate Use of Dangerous Abbreviations, Symbols, and Dose Designations. 
2006. 6/4). http://www.ismp-canada.org/download/safetyBulletins/ISMPCSB2006-04Abbr.pdf. 


The correct answer is: 0.25 mg 


You work in a hospital pharmacy. Steps taken when a medication error has been identified do NOT include: 


Select one: 


ped Try to locate the error and discretely fix the error without notifying superiors 
Document the location, time, date of error occurrence % 
Notify the physician if the error reached the patient and review impact of the error % 


Document the system breakdown that led to the error and steps that could have prevented the% 
error 


TOPIC: Practice Setting (Management) 


LEARNING OBJECTIVE: 


To identify how to appropriately document a medication error. 


BACKGROUND: 


Steps to investigating errors include document time, location, date of error occurrence, describe system 
breakdown that led to the error and steps that could have prevented the error (ie. suggestions) and notify 
the physician if the error reached the patient and review the impact of the error. 


RATIONALE: 
Correct Answer: 
* Try to locate the error and discretely fix the error without notifying superiors - Trying to fix the 
error without sufficient knowledge or experience may result in a worse problem. Informing superiors 
will help with the effective solution to the error. 


Incorrect Answers: 


Document the location, time, date of error occurrence - Some steps to documenting errors include 
recalling time, location and date of error occurrence. 


Notify the physician if the error reached the patient and review impact of the error - Notifying 
the patient's physician may be necessary if the error resulted in harm. 


Document the system breakdown that led to the error and steps that could have prevented the 
error - Documenting where the breakdown occurred can pinpoint the prevention of future errors. 


TAKEAWAY/KEY POINTS: 


When an error occurs, it is best not to try to cover it up and avoid possible investigations. 


REFERENCE: 


[1] ISMP Canada. Community Pharmacy Incident Reporting. https://secure.ismp- 
canada.org/CPHIR/Reporting/login.php 

[2] ISMP Canada. Preventable Medication Errors — Look-alike/Sound-alike Drug Names. https://www.ismp- 
canada.org/download/PharmacyConnection/PC2014-02-Spring_LookalikeSoundalike,pdf 


The correct answer is: Try to locate the error and discretely fix the error without notifying superiors 
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